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Deqi response, a psychophysical response characterized by a spectrum of different needling sensations, is essential for Chinese
acupuncture clinical efficacy. Previous neuroimaging research works have investigated the neural correlates of an overall deqi
response by summating the scores of different needling sensations. However, the roles of individual sensations in brain activity
and how they interact with each other remain to be clarified. In this study, we applied fMRI to investigate the neural correlates of
individual components of deqi during acupuncture on the right LV3 (Taichong) acupoint. We selected a subset of deqi responses,
namely, pressure, heaviness, fullness, numbness, and tingling. Using the individual components of deqi of different subjects as
covariates in the analysis of percentage change of bold signal, pressure was found to be a striking sensation, contributing to most
of negative activation of a limbic-paralimbic-neocortical network (LPNN). The similar or opposite neural activity in the heavily
overlapping regions is found to be responding to different needling sensations, including bilateral LPNN, right orbitofrontal cortex,
and bilateral posterior parietal cortex. These findings provide the neuroimaging evidence of how the individual needle sensations
interact in the brain, showing that the modulatory effects of different needling sensations contribute to acupuncture modulations
of LPNN network.
1. Introduction
The needling sensation of deqi, a psychophysical response,
is considered by traditional Chinese medicine to play a key
role in the clinical efficacy of acupuncture [1–4]. Deqi is a
composite of a series of needling sensations which include
but are not limited to aching, pressure, soreness, heaviness,
fullness, temperature change (warmth or coolness), numb-
ness, tingling, and dull pain [2, 3, 5]. It has been demonstrated
that the deqi sensations during acupuncture stimulation are
conveyed by different nerve fiber systems [6]. For example,
A𝛽 fibers convey numbness. Heaviness and fullness are
mediated by A𝛿 fibers [6]. However, the link between the
needling sensation and the acupuncture effect on the brain
remains an ongoing area of research. Moreover, the different
components of deqi may attribute to effective treatment in
some disorders. It has been demonstrated that numbness
and soreness but not stabbing, throbbing, tingling, burning,
heaviness, fullness, or aching are correlated with clinical
efficacy of analgesia [4]. In this paper we investigated how
components of the deqi sensation were individually related
to the brain responses to acupuncture.
Previous neuroimaging fMRI and PET research has been
studying the brain responses to acupuncture in multiple
disorders which included pain, stroke, Parkinson’s disease,
functional dyspepsia, and Alzheimer disease [7–13]. A few
acupuncture imaging reports accounted for the needling
sensation [8, 9, 14–18]. A number of fMRI studies on
healthy subjects including ours have consistently revealed
that acupuncture with deqi induced extensive negative
BOLD signal change (deactivation) of a limbic-paralimbic-
neocortical network (LPNN) and positive BOLD signal
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change of somatosensory regions of the brain [9, 14–16, 19,
20]. Both commonality and specificity were observed in brain
responses to acupuncture at different acupoints [16, 17, 21].
It was reported that the sensation of sharp pain and overall
deqi were associated with separate patterns of brain activity
[9, 14–16, 22]. The previous literatures has reported so far
only the relationship between brain responses and overall
deqi sensation. However, questions on the roles of individual
needling sensations of deqi in brain activity and how they
interact with each other remain to be clarified, especially the
correlation with negative or positive brain activations.
In the present study, we attempted to characterize the
brain response to a subset of needle sensations relating to
deqi during the manual acupuncture at right LV3 acupoint
(Taichong) on the dorsum of distal foot, with the primary
purpose of confirming the hypothesis that each individual
needling sensation may correspond with a distinct map of
brain responses to acupuncture. The five selected sensations
are pressure, numbness, heaviness, fullness, and tingling.The
other deqi sensations related with pain, including aching,
soreness, dull pain, warmth, or coolness were investigated in
another separate paper.The differences in the pattern of deqi,
including frequency and intensity in individual sensation,
were used to discriminate between acupuncture and simple
tactile stimulation used as control. We hypothesized that the
modulatory effects of different needling sensations contribute
to acupuncture modulations of LPNN network. To our
knowledge, we are the first team to explore the relationship
between individual components of deqi and brain activity
during acupuncture.
2. Materials and Methods
2.1. Subjects. In the present study, we extracted data from a
larger project that investigated the brain effect of acupuncture
at the Athinoula A. Martinos Center for Biomedical Imaging
at Massachusetts General Hospital. This study included 37
acupuncture-naı¨ve and right-handed healthy subjects (30
subjects for acupuncture stimulation, 19–47 years old, mean
± SD 28.6 ± 8.05, 14M/16F; 15 subjects for tactile stimulation,
21–45 years old, mean ± SD, 28 ± 7.74, 4M/11F). Eight
subjects had acupuncture stimulation and tactile stimulation
in the same session. Six subjects had twice acupuncture
stimulations and eight subjects had performed twice tactile
stimulations for different objectives, such as the comparison
of real acupuncture and sham acupuncture, different acu-
points, different acupuncture stimulations. The study was in
compliance with the Code of Ethics of the World Medical
Association (Declaration of Helsinki) and the standards
established by the Institutional Review Board of the hospital
and the National Center of Complementary and Alternative
Medicine (NCCAM) of the NIH. Subjects were screened to
exclude neurological, mental and medical disorders, drug
abuse, history of head trauma with loss of consciousness,
and contraindications for exposure to highmagnetic field. All
experimental procedures were explained to the subjects, and
signed informed consent was obtained prior to participation
in the study.
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Figure 1: Paradigms: in each fMRI session, two periods of 2-minute
acupuncture stimulation were interleaved with 3 periods of rest
which lasted 2-3minutes each.The paradigmswere identical in both
acupuncture and tactile stimulation.
2.2. Acupuncture and Tactile Stimulations. During a single
session, we administered acupuncture to LV3 on the right
dorsum of distal foot using sterile, single-use, stainless steel
acupuncture needles (0.20mm diameter) (KINGLI Medical
Appliance Co., Wuxi, China). Stimulation was enhanced
with manipulation of the needle to elicit deqi, the composite
of unique sensations related to efficacy according to TCM
[2]. To avoid noxious pain, we tested the subject’s tolerance
to needle manipulation after inserting the needle at the
acupoint. During the ten-minute scan, the needle was rotated
approximately 180∘ in each direction, with even motion at
the rate of 1Hz, for two minutes during the two stimulation
periods and left in place during the three rest periods
(Figure 1). A licensed acupuncturist (JL) with more than
25 years of clinical acupuncture experience administered
acupuncture for all subjects.
Tactile stimulation over LV3 on the right foot was used as
a control for expectation and superficial sensory evaluation,
as reported previously [2, 9, 15]. The skin over the acupoint
was tapped gently with a 5.88 von Frey monofilament using
the same paradigm as acupuncture.
2.3. Psychophysical Response: Needling Sensation of Deqi. The
subjects were told that acupuncture would be performed at
point using different techniques; while lying in the supine
position in the scanner subjects were not able to see where the
acupuncturist was working. At the completion of each scan,
the subject was asked to report a full set sensations of aching,
soreness, pressure, heaviness, fullness or distension, warmth
or coolness, numbness, tingling, dull pain, and sharp pain and
to rate each sensation, if it was experienced, on a scale of 1 to
10 [2]. If the subjects did not feel the sensation, it was noted
as 0. Psychophysical data from only a subset of selected five
sensations, including pressure, numbness, heaviness, fullness,
and tingling, were analyzed, and the results were reported
here.
2.4. fMRI Acquisitions. fMRI was performed on a 1.5 Tesla
scanner (Siemens Sonata, Erlangen,Germany) equippedwith
a standard quadratic head coil. The subjects lay supine with
earplugs to suppress scanner noise and cushions to immo-
bilize the head. We acquired (1) standard high-resolution
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Table 1: The variance inflation factors (VIF) by regressing scores of each sensation as a dependent variable on the scores of all the other
sensations as independent variables.
Independent variables
Heaviness Fullness Numbness Pressure Tingling
Dependent variable
Heaviness — 1.376 1.463 1.109 1.187
Fullness 1.867 — 1.641 1.424 1.164
Numbness 3.186 2.634 — 1.442 1.162
Pressure 2.823 2.671 1.686 — 1.193
Tingling 3.894 2.813 1.75 1.537 —
sagittal images with a T1-weighted 3D-MPRAGE sequence,
and (2) whole-brain BOLD fMRI images encompassing the
brain stem with a gradient-echo echo planar imaging (EPI)
sequence (TR = 4000ms, TE = 30ms, flip angle = 90∘, FOV =
200mm, matrix = 64× 64, thickness = 3mm, gap = 0.6mm),
while the subject was administered acupuncture at the LV3
acupoint. Each fMRI run lasted 10 minutes.
2.5. Psychophysical Data Analysis. The chi-Square tests
were performed for comparing the frequency of individual
needling sensation between acupuncture and tactile stimu-
lation using SPSS 19.0 (Chicago, IL, USA). Mann-Whitney
𝑈 tests were performed for comparing the intensity of
individual sensation between the acupuncture and tactile
stimulation using SPSS 19.0 as well.
2.6. fMRI Data Analysis. All fMRI data were analyzed using
the Analysis of Functional NeuroImage (AFNI) software
package [23].Thefirst 15 volumes acquired in the firstminutes
of each functional dataset were discarded to eliminate the
drifting of MR signals commonly seen at the beginning
of acupuncture fMRI scans. Each functional dataset was
motion-corrected, registered onto the subject’s anatomical
scan, transformed to the standardized space of Talairach and
Tournoux [24], spatially smoothed with a Gaussian filter of
full-width half-maximum 5mm, and normalized to its mean
intensity value across the time series. Multiple regression
analysis was performed to identify brain areas showing
change in the MR signal as a result of needle manipulation
during acupuncture periods (ACUP), using as reference the
needle left in place during the rest periods (REST). The
six motion parameters were included as regressors for the
removal of residual motion correlated activity.
Brain volumes with percent MR signal change to
acupuncture from different subjects were then grouped and
analyzed with Analysis of Covariance (ANCOVA), where
the scores of 5 individual needling sensations (pressure,
numbness, heaviness, fullness, and tingling) were included
as covariates. The same group analysis was applied onto
the brain volumes with percent MR signal change to tactile
stimulation. The statistical parametric maps showing the
percent MR signal change to acupuncture/tactile stimulation
with respect to individual needling sensations were obtained.
In the group analysis, multicollinearity may happen
when one or more of the independent sensation scores are
highly correlated with one or more of the other indepen-
dent sensation scores. To reliably examine the perfect or
near-perfect multicollinearity, we used the variance inflation
factors (VIF) by regressing scores of each sensation as a
dependent variable on the scores of all the other sensations
as independent variables. VIF measures the seriousness of
the multicollinearity among the regressors and a VIF of
5 or above indicates a multicollinearity problem [25]. The
VIF for the sensation scores in this study ranged from 1.16
to 3.894 (Table 1). Although some of the VIF were slightly
higher when regressing numbness, pressure, and tingling,
their values were below 5 indicating that themulticollinearity
may not cause problem.
To protect against type I error, we set an individual
voxel probability threshold of 𝑃 < 0.02 to correct the
overall significance level to 𝛼 < 0.05 using Monte Carlo
simulation [26]. Based on Monte Carlo simulation with
1000 iterations processed with ClusterSim program [27], the
overall corrected threshold of the group activation maps for
acupuncture and tactile stimulation was 𝑃 < 0.05 with
cluster volume of 108mm3, and uncorrected 𝑃 < 0.02.
The group activation maps were then overlaid on the high-
resolution anatomical map of the cohort in the standardized
Talairach space [24]. Anatomical localization and masking
of the functional data were determined by both Talairach
coordinates and direct inspection.
3. Results
3.1. Psychophysical Response. Thirty-six psychophysical
datasets during acupuncture stimulation at LV3 and twenty-
three psychophysical datasets during tactile stimulation were
acquired. During acupuncture, more subjects experienced
pressure (58.3% versus 8.7%), tingling (55.6% versus 13.0%),
and numbness (38.9% versus 0%) compared with tactile
stimulation (𝑃 < 0.05) (Table 2, Figure 2). No significant
difference in the number of subjects experiencing heaviness
(19.4% versus 4.3%) and fullness (13.9% versus 4.3%)
was found between acupuncture and tactile stimulation
(𝑃 > 0.05).
The intensities of individual sensations in subjects were
variant. The scores were not in normal distribution in each
group. The Mann-Whitney 𝑈 tests were used to compare
the difference between two groups. The intensity of pressure
(2.01±0.40 versus 0.11±0.07), numbness (1.29±0.33 versus 0),
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Table 2: The chi-Square tests were performed for comparing the frequency of individual sensation between acupuncture and tactile
stimulation.
Deqi 𝜒2 𝑃
Pressure 14.537 <0.001
Heaviness 2.729 0.099
Fullness 1.398 0.237
Numbness 11.727 0.001
Tingling 9.475 0.002
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Figure 2: Comparison of the frequency of different sensations
between acupuncture and tactile stimulation. In acupuncture, pres-
sure was the most common sensation. The frequency of pressure,
numbness, and tingling during acupuncture was more common
than that during tactile stimulation. ∗𝑃 < 0.05.
Table 3: Mann-Whitney 𝑈 tests were performed for comparing
the intensity of individual sensation between the acupuncture and
tactile stimulation.
Deqi 𝑍 𝑃
Pressure −3.93 <0.001
Heaviness −1.698 0.09
Fullness −1.245 0.213
Numbness −3.358 0.001
Tingling −3.079 0.002
and tingling (1.61 ± 0.31 versus 0.35 ± 0.19) was found
to be greater for acupuncture relative to tactile stimulation
(𝑃 < 0.05) (Table 3, Figure 3). No significant difference in
the intensity of heaviness (0.58 ± 0.23 versus 0.07 ± 0.06) and
fullness (0.44 ± 0.2 versus 0.07 ± 0.06) was found between
acupuncture stimulation and tactile stimulation (𝑃 > 0.05).
3.2. fMRI Data: Brain Response. Thirty-six fMRI datasets
during acupuncture stimulation at LV3 and twenty-three
fMRI datasets during tactile stimulation at LV3 were
acquired. Psychophysical responses acquired immediately
after the fMRI sessions were included as covariates in this
analysis.
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Figure 3: Comparison of the intensity of different sensations
between acupuncture (𝑛 = 36) and tactile stimulation (𝑛 = 23). The
intensity of pressure, numbness, and tingling during acupuncture
was greater than that during tactile stimulation. The bar showed
standard error of mean of the scores. ∗𝑃 < 0.05.
3.2.1.Mean Effect of Overall BrainActivity duringAcupuncture
and Tactile Stimulation. Consistent with our previous studies
[9, 17], acupuncture stimulation at LV3 elicited extensive
deactivation in LPNN, such as anterior cingulate cortex
(ACC), medial temporal lobe (temporal pole, amygdala,
hippocampus, and parahippocampus gyrus), and precuneus
(Figure 4). Most of the deactivations showed bilateral dis-
tribution. Sparse positive activations were identified in left
splenium of corpus callosum, left thalamus, left anterior,
and bilateral superior segments of circular sulcus of the
insula, left postcentral sulcus, right superior frontal gyrus,
bilateral supramarginal gyrus, and bilateral cerebellar cortex.
The summary of the regions showing positive and negative
activations elicited by acupuncture stimulation is shown in
Table 4.
3.2.2. Brain Activity Associated with Individual Sensation
Related to Deqi during Acupuncture Stimulation. Comparing
with tactile stimulation, more needlingsensations during
acupuncture showed extensive significant association with
certain brain regions. In this paper, we focused on the brain
responses which were correlated with the five sensations
including pressure, fullness, heaviness, numbness, and tin-
gling reported by the subjects (Table 4, Figure 5). The brain
regions associated with differential individual sensation are
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Figure 4:Themean brain positive (yellow) and negative (blue) bold responses to acupuncture stimulation.The extensive deactivation showed
limbic-paralimbic-neocortical network (LPNN), such as anterior cingulated cortex (ACC), parahippocampal gyrus (PHG), lingual gyrus
(LgG), precuneus (Pcun), and cuneus. The orbital gyrus (OrG) also showed deactivation. Left thalamus (Th) and secondary somatosensory
cortex (SII) demonstrated activation.
partly overlapped, such as bilateral ACC, right lateral pre-
frontal cortex, bilateral medial temporal cortex, and bilateral
posterior parietal cortex.
The pressure elicited negative activation bilaterally in
LPNN network, such as ACC and medial temporal cortex
(hippocampus and parahippocampus). Reduced brain activ-
ity was also observed unilaterally in left superior frontal
gyrus, left straight gyrus, right orbital gyrus and sulcus, right
superior temporal gyrus and sulcus, right temporal pole,
and right anterior segments of circular sulcus of the insula
(Table 4, Figures 5(a), 6(a), 6(b)). Increased brain response
was sparsely shown in the left intraparietal sulcus (IPS),
left transverse parietal sulci, and right superior segments of
circular sulcus of the insula.
While fullness also contributes to the negative activations
at the right lateral prefrontal cortex and ACC as in pressure
sensation, heaviness demonstrates positive activity at the
same areas (Table 4, Figures 5(b), 5(c)). A number of brain
regions showing negative activations with the increased
intensity in pressure sensation were found to have posi-
tive activations with the increased intensity in heaviness
sensation (Figures 6(c), 6(d)). These regions include the
bilateral ACC, right inferior frontal cortex (orbital gyri and
sulcus), left superior frontal gyrus, right anterior segment
of circular sulcus of the insula, right superior temporal
sulcus, right middle temporal gyrus, and right hippocam-
pus.
On the contrary, the negative activity related to heaviness
at the posterior parietal cortex (bilateral IPS and transverse
parietal sulci) overlaps with the positive activity related to
numbness. Numbness decreased brain activity in the bilateral
hippocampus, left parahippocampus, and left thalamus and
increased brain activity in the right superior frontal gyrus and
bilateral posterior parietal cortex (angular gyrus, superior
parietal lobule, supramarginal gyrus, IPS, and transverse
parietal sulci) (Table 4, Figure 5(d)).
Tingling sensation was correlated with the brain response
mainly in two areas: positive correlation at posterior corpus
callosum (posterior midbody, isthmus, and splenium) but
negative correlation at posterior parietal cortex (bilateral
angular gyrus, bilateral IPS and transverse parietal sulci,
right superior parietal lobule, right postcentral gyrus, and left
supramarginal gyrus) (Table 4, Figure 5(e)).
Tactile control stimulation elicited deactivation in the
aforementioned areas far less than acupuncture stimulation.
Positive activations were also found in the left inferior
segment of circular sulcus of the insula, left postcentral
sulcus, and left supramarginal gyrus, but the extent wasmuch
smaller than that in acupuncture stimulation. The summary
of the regions showing positive and negative activations
elicited by tactile control stimulation is shown in Table 5.
3.2.3. Brain Activity Associated with Individual Sensation
Related to Deqi during Tactile Stimulation. For tactile stim-
ulation, the sensation of pressure, tingling, fullness, and
heaviness had the sparse impact on the brain activity. The
pressure and tingling mainly correlated with positive brain
activity, while fullness and heaviness mainly demonstrated
negative activity.
Pressure significantly is associated with positive activa-
tion in the sensorimotor regions, such as bilateral precentral
gyrus, bilateral postcentral gyrus and sulcus, right anterior
and superior segments of circular sulcus of the insula, and
left inferior segment of circular sulcus of the insula (Table 5,
Figure 7(a)).
Heaviness and fullness had the same impact on the brain
activity because only one subject had the two sensations with
the same intensity score. The two sensations were mainly
associated with the negative activity in the bilateral superior
temporal gyrus, right precentral gyrus, right central sulcus,
left operculum part of the inferior frontal gyrus, left temporal
pole, left parahippocampus, and left lingual gyrus (Table 5,
Figure 7(b)).
Tingling was mainly associated with sparse positive brain
activity in right anterior and superior segments of circular
sulcus of the insula, right opercular part of the inferior frontal
gyrus, and right hippocampus (Table 5, Figure 7(c)).
4. Discussion
Deqi response [1–4], a psychophysical response characterized
by a spectrum of different needling sensations, is essential
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Table 4: Summary of anatomic foci showing brain activity of acupuncture stimulation and positive and negative bold responses associated
with the intensity of individual needling sensation (𝑃 < 0.05 corrected).
Atlas structure at the center
of maximum difference
Mean fMRI response to acupuncture Pressure Heaviness
𝑥 𝑦 𝑧 𝑡∗ 𝑥 𝑦 𝑧 𝑡
∗ 𝑥 𝑦 𝑧 𝑡∗
Straight gyrus L −2 29 −10 −4.40 −2 59 −1 −3.64
R 5 11 −10 −4.65
Superior frontal gyrus L −5 50 27 −3.19 −5 −14 48 2.94
R 8 32 48 5.01
R 8 53 24 −4.19
Orbital gyri R 11 44 −13 −4.97 35 29 −7 −3.78 35 29 −7 4.52
Orbital sulci R 17 41 −10 −3.71 32 29 −7 −3.45 38 32 −4 4.33
Anterior cingulate cortex L −8 32 −4 −3.17 −5 32 3 −3.08 −5 41 3 3.70
R 8 32 −7 −5.01 8 38 3 −3.29 8 44 3 3.84
Subcallosal gyrus L −2 11 −7 −3.94 −2 14 3 −2.77
R 5 11 −10 −4.65
Middle-anterior cingulate cortex R
Postcentral gyrus R 44 −20 51 −3.40
Postcentral sulcus L −47 −32 36 3.85
Superior parietal lobule L −11 −65 51 −3.28
R 20 −74 39 −3.26
Intraparietal sulcus L −35 −59 39 2.90 −38 −56 39 −4.08
R 29 −53 42 −4.07
Angular gyrus L −53 −59 30 −3.44
R 44 −71 30 −3.25 44 −65 33 −2.72
Supramarginal gyrus L −62 −32 33 4.14
R 56 −23 24 3.10
Precuneus L −8 −62 48 −3.69 −5 −59 33 2.81
R 5 −62 42 −3.34
Ant. insula L −26 26 6 2.85
R 29 17 −10 −3.73 29 17 −10 −3.34 29 23 −7 3.57
Sup. insula L −26 20 15 4.16
R 35 26 15 2.82 29 23 12 2.95
Superior temporal gyrus R 53 8 −13 −4.92 47 17 −10 −3.23
Superior temporal sulcus R 53 −17 −10 −4.94 56 −2 −16 −3.80 50 −2 −10 3.41
Middle temporal gyrus L −62 −26 −7 −3.04 −62 −41 3 −4.16
R 56 2 −16 −5.19 59 −2 −19 −5.25 62 −17 −13 3.48
Hippocampus L −29 −23 −7 −2.72 −23 −41 −1 −3.50
R 23 −11 −16 −3.37 32 −35 −4 −4.45 32 −35 −4 2.87
Amygdala R 26 −8 −16 −3.27
Parahippocampal gyrus L −11 −38 −7 −4.09 −23 5 −19 −4.86
R 23 2 −25 −3.98 20 5 −22 −3.46
Lingual gyrus L −8 −62 −1 −4.21 −5 −80 −13 −3.95
R 14 −47 −7 −3.65 11 −50 −4 −3.32
Temporal pole R 32 17 −28 −5.17 23 5 −28 −3.74
Cuneus L −5 −83 12 −3.64
R 5 −86 12 −2.79
Thalamus proper L −17 −20 18 3.09
R
Corpus callosum L −12 −42 19 3.09
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Table 4: Continued.
R
Cerebellum cortex L −35 −68 −25 4.48 −8 −53 −31 2.72
L −11 −38 −10 −3.93 −38 −56 −25 −3.01
R 29 −44 −43 3.83
R 5 −41 −10 −3.48 41 −68 −34 −4.36
Brain stem 5 −26 −34 −3.00
Atlas structure at the center
of maximum difference
Fullness Numbness Tingling
𝑥 𝑦 𝑧 𝑡∗ 𝑥 𝑦 𝑧 𝑡
∗ 𝑥 𝑦 𝑧 𝑡∗
Straight gyrus L −2 53 −7 −3.54
R
Superior frontal gyrus L −14 56 27 −2.88 −20 8 60 −3.73
R 8 −2 57 3.69
R 17 44 39 −2.93
Orbital gyri R 29 26 −10 −3.48 38 50 −1 −3.83
Orbital sulci R 32 29 −7 −2.99
Anterior cingulate cortex L
R 11 41 −1 −4.20
Subcallosal gyrus L
R
Middle-anterior cingulate cortex R 5 8 30 3.61
Postcentral gyrus R 47 −29 54 −3.46
Postcentral sulcus L −56 −23 30 3.10
Superior parietal lobule L −23 −71 36 2.98
R 20 −68 42 2.61 20 −68 48 2.96 20 −68 45 −3.38
Intraparietal sulcus L −20 −68 39 3.19 −44 −47 39 −3.40
R 29 −50 39 3.71 32 −56 39 4.47 32 −65 39 −2.79
Angular gyrus L −29 −68 36 2.65 −44 −56 42 −3.66
R 56 −44 27 −2.95 35 −65 39 3.55 38 −65 42 −3.37
Supramarginal gyrus L −62 −29 36 3.67 −44 −47 42 −2.96
R 50 −23 18 3.31 56 −23 30 3.00
Precuneus L −14 −47 57 −2.69
R
Ant. insula L
R 29 23 −7 −2.91
Sup. insula L
R 35 26 15 3.03
Superior temporal gyrus R
Superior temporal sulcus R 47 −2 −19 −2.62 53 −14 −10 −2.85 44 −71 24 −2.59
Middle temporal gyrus L −62 −32 −4 −2.79
R 62 −17 −16 −3.16 56 2 −16 −4.02
Hippocampus L −20 −32 −7 −3.92 −17 −29 −7 4.69
R 35 −32 −7 −2.56 35 −26 −7 2.90
Amygdala R
Parahippocampal gyrus L −14 −38 −7 −3.65 −14 −32 −7 3.87
R
Lingual gyrus L −11 −86 −7 2.50
R
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Table 4: Continued.
Temporal pole R
Cuneus L −5 −86 12 2.79
R
Thalamus proper L −20 −32 −4 −3.90 −8 −32 6 5.48
R 11 −29 15 3.56
Corpus callosum L −17 −35 24 5.17
R 8 −35 18 4.70
Cerebellum cortex L −2 −44 −19 2.50 −47 −56 −28 3.55 −38 −71 −31 3.89
L −14 −38 −13 −2.75
R 2 −44 −19 3.12 44 −41 −40 4.00
R 35 −56 −40 3.14
Brain stem 8 −29 −34 4.02 −14 −23 −7 3.76
𝑡
∗ is the value taken from the voxel with maximal signal change.
“−” means negative bold responses.
Ant. insula: anterior segment of the circular sulcus of the insula.
Sup. insula: superior segment of the circular sulcus of the insula.
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Figure 5: Brain positive (yellow) and negative (blue) bold responses associated with the intensity of individual needling sensation during
acupuncture stimulation. The individual sensations are pressure (a), heaviness (b), fullness (c), numbness (d), and tingling (e). The brain
regions associated with differential individual sensation are partly overlapped, such as bilateral ACC, right lateral prefrontal cortex (OrG,
orbital gyrus), bilateral medial temoral cortex (Hi, hippocampus; PHG, parahippocampal gyrus), and bilateral posterior parietal cortex (IPS,
intraparietal sulcus). (a) Pressure contributed to the negative activity in the LPNN network and showed symmetric distributions, such as
ACC and PHG. (b) Heaviness showed positive activity in the bilateral ACC, right superior temporal gyrus (STG), and right OrG and negative
activity in the bilateral IPS. Heaviness and pressure showed anticorrelated impact on the regions mentioned previously. (c) Fullness was
associated with the negative activity in the right ACC and OrG and the positive activity in the right IPS. (d) Numbness showed positive
activity in the right middle frontal gyrus (MFG), right anterior middle cingulate cortex (aMCC), and bilateral IPS and negative activity in the
left hippocampus (Hi), left PHG, and medulla oblongata (MO). (e) Tingling showed positive activity in the posterior corpus callosum (CC)
but negative activity in the posterior parietal cortex (IPS). Tingling and numbness showed anticorrelated impact on bilateral IPS, left Hi, and
left PHG.
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Figure 6: Variance in activity is accounted for by scores of intensity of pressure and heaviness during acupuncture. The negative correlation
between the score of pressure and mean MR signal percentage change was shown in the (a) right ACC (anterior cingulate cortex) and (b)
right OrG (orbital gyrus). The positive correlation between the score of heaviness and mean MR signal percentage change was shown in the
(c) right ACC and (d) right OrG.
for Chinese acupuncture clinical efficacy. A number of
fMRI studies including ours have revealed brain activity to
acupuncture stimulation [9, 14–16, 19, 20]. However, it has
not been reported the impact of these individual sensations
of deqi on the brain activity during acupuncture stimulation.
In this part of the study, we applied fMRI to investigate
the neural correlates of five individual sensations including
pressure, heaviness, numbness, fullness, and tingling, of deqi
response during acupuncture at LV3 acupoint. The major
findings in the present study included that (1) the pressure
sensation was associated with the extensive deactivation of
LPNN network during acupuncture; (2) partial overlapping
of the positive or negative activity at some of the brain regions
associated with the five individual sensations. They included
bilateral LPNN, the right lateral orbitofrontal cortex and
bilateral posterior parietal cortex. Some needling sensations
showed anticorrelated association within the same brain
regions; (3) the tingling sensation showed positive correlation
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with the brain activity in the bilateral posterior corpus
callosum.These findings provide the neuroimaging evidence
showing how the different individual needle sensations of
deqi could both interact differently with the brain and share
common interaction with the brain.
4.1. The Pressure Sensation on the Brain Activity of LPNN
and Default Mode Network. According to the psychophysical
responses, pressure stood out as the most important needling
sensation of acupuncture in this study. In addition to the
highest frequency (Figure 2) and intensity (Figure 3) among
all the related sensations of deqi response, pressure also
contributed significantly to the extensive deactivation of
LPNN, by which acupuncture may mediate its antipain,
antianxiety, and other diverse modulatory effect [16].
The salient brain regions that correlate with pressure
included bilateral ACC, right inferior frontal cortex, bilateral
hippocampus and parahippocampus, bilateral lingual gyrus,
right temporal pole, and right insula (Table 4, Figure 5(a)).
Many of these brain regions associated with pressure have
been shown to be overlapped with those in the default mode
network [9, 18, 28]; the integrity of default mode network
has been postulated to be central to the balance of global
neurological function and the maintenance of health [29].
On the contrary, the increase in the intensity of pressure
sensation during tactile stimulation increased brain activity
in the sensorimotor regions, such as precentral cortex, post-
central cortex, and insula (Table 5, Figure 7). Such an extreme
difference is likely due to the stimulation on the nerves
at the cutaneous level during tactile stimulation compared
to deep nerve stimulation during manual acupuncture. The
LV3 acupoint is located on the dorsum of the foot in the
fossa distal to the junction of the first and second metatarsal
bones 2 cuns (the proportional unit of accurate location
of the acupuncture points) above the web of the toe. In
tactile stimulation, the mechanoreceptors in the superficial
layers transmit pressure sensation to sensorimotor regions
by A𝛿 and A𝛽 fibers [30]. In acupuncture stimulation, the
needle passage includes skin, subcutaneous tissue, the lateral
side of the extensor hallucis brevis muscle, deep peroneal
nerve, first dorsal metatarsal artery and vein, and first dorsal
interosseous muscle [31]. With the deep stimulation at LV3,
gentle and repetitive manipulation producing mechanical
pressure and tissue distortions activatesmoremechanorecep-
tors and nociceptors that are innervated by thin myelinated
A𝛿 andCfibers [32]. Both frequency and intensity of pressure
in the acupuncture were therefore higher than those in the
tactile stimulation, which was also shown in our analysis of
psychophysical data (Figures 2, 3). This is also supported by
an earlier human acupuncture study at LI4 (Hegu) on hand,
which has the similar tissue composition as LV3 on foot. Chi-
ang et al. found that acupuncture analgesia was completely
abolished by blockade of deep nerve branches innervating
muscle fibers but not cutaneous nerve fibers [33]. Moreover,
the studies on pressure sensation elicited by nonacupuncture
mechanical stimulation in deep and superficial tissue had the
similar findings [34, 35]. Graven-Nielsen et al. [34] found that
the nonpainful pressure sensation can be evoked mechan-
ically from human muscle tissue with complete cutaneous
anesthesia. They concluded that the nonpainful pressure
sensation is mediated by A𝛿 and C afferents involving low-
thresholdmechanoreceptors in the deep tissues.The pressure
sensation induced by the temporal summation of mechanical
stimulation in deep tissue was shown to be more potent than
that in the pure skin stimulation, suggesting that A𝛿 and
C muscle afferent fibers mediate the deep tissue pressure
sensation [35].
In addition to the A𝛿 and A𝛽 fibers located in superficial
layers, our findings indicated that pressure sensation elicited
by acupuncture stimulation mainly involved A𝛿 and C
afferent fibers in deep tissues.The studies using EEG [36] and
MEG [37, 38] showed that selective stimulation of C-fibers
induced the ultra-late evoked brain potentials at the ACC [36,
38], posterior parietal cortex [37], insula, and somatosensory
cortex [37, 38]. An recent fMRI study showed that increased
activity in the right frontal operculum, inferior frontal cortex
and anterior insula to C-fiber alone stimulation as compared
to A𝛿-fiber alone stimulation. The simulation of A𝛿-fiber or
C-fiber were both associated with activation in ACC, SMA
and thalamus [39]. These brain regions associated with C-
fiber/A𝛿-fiber in the experimental studies are consistent with
our findings in a majority, such as ACC, inferior frontal
cortex, and insula. Moreover, a co-stimulation of C- and A-
fiber input as produced by usual large-area laser stimulations
prevents the recording of ultralate evoked brain potentials
(ULEPs), potentials that can be recorded in response to
selective stimulation of C-fibers [36]. The negative activity
associated with pressure sensation may be the results of
the costimulation of C- and A𝛿-fiber input, leading to a
repression of the central processing of the C-fiber input [39].
4.2. Interplay of the Sensations Pressure, Heaviness, Fullness,
Tingling, and Numbness to the Overlapped Brain Regions. The
richness of sensory experience is obviously conveyed not by
a single receptor or sensory axon but by populations of nerve
fibers [30]. It is well accepted that a wide spectrum of myeli-
nated and unmyelinated nerve fibers in cutaneous and/or
muscular layers are involved during acupuncture stimulation
[6, 40–43]. In a human acupuncture study by means of ana-
lyzing power spectrum of the unit discharges with FFT,Wang
and colleagues found the relationship between heaviness and
fullness and A𝛿 nerve fibers [6]. In our study, we found that
pressure, heaviness, and fullness were associated with heavily
overlapping neural activity in ACC, inferior frontal cortex,
and insula (Table 4, Figures 5(a), 5(b)). It is consistent with
brain response to the stimulation of A𝛿 and C fiber discussed
previously. Comparedwith pressure, heaviness demonstrated
anticorrelated positive activity, while fullness showed similar
negative activity in these brain regions. It is possible that
fullness also is involved in C-fiber.
All the five sensations demonstrated the associations
with brain activity in the posterior parietal cortex including
the superior parietal lobule, the inferior parietal lobule,
and IPS (Table 4, Figure 5). The posterior parietal cortex
receives somatosensory and/or visual input. IPS is crucial for
integrating these sensory information related to the body,
which through motor signals controls movement of limb
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Figure 7: Brain positive (yellow) and negative (blue) bold responses associated with the intensity of individual sensation during tactile
stimulation.The individual sensations are pressure (a), heaviness/fullness (b), and tingling (c). (a) Pressure associated with positive activation
in the sensorimotor regions, such as right anterior segment of the circular sulcus of the insula (aCirclS), left inferior segment of the circular
sulcus of the insula (iCirclS), and left postcentral gyrus (PoG). (b) Heaviness and fullness had the same impact on the negative activation in
the right precentral gyrus (PrG), left parahippocampal gyrus (PHG), and left temporal pole (TmP). (c) Tingling was associated with sparse
positive brain activity in right opercular part of the inferior frontal gyrus (IFGOp) and right hippocampus (Hi) and negative brain activity in
left Tmp.
and eye movement [44]. The study using MEG showed that
both selective stimulation of A𝛿-fiber or C-fibers induced
the ultra-late evoked brain potentials at posterior parietal
cortex [37], which supported our findings in the sensations
of pressure, heaviness, and fullness involving A𝛿-fiber and/or
C-fibers. On the other hand, the relationship between the
sensations of numbness and tingling and posterior parietal
cortex also can be supported by tingling and numbness of
limbs commonly found in patients with parietal lobe epilepsy
[45, 46].
A number of studies have shown that acupuncture elicits
clinical effects via the activation of afferent nerve fibers
innervating the skin andmuscles [41–43, 47, 48].The somatic
afferent information of nerve fibers has various effects on
body function, including analgesia, somatic, autonomic and
hormonal response [41, 42, 47, 48]. For example, in a human
study on the characteristics of afferent fiber innervation on
ST36 (zusanli), which has a significant suppressive effect
on jaw movement response (JMR) and electromyogram of
digastric muscle induced by acupuncture stimulation, Lu
found that these effects were weakened or abolished by
sectioning the peroneal nerve and blocking A𝛽 and some
A𝛿-fiber. They had a conclusion that the predominance of
large afferent fibers was thought to be one of the fundamental
characteristics of the acupoint [43].
In line with these studies, these brain regions associated
with needling sensation play a role in a wide variety of emo-
tional regulation, cognition, memory, and pain modulation
[49–54].The present results in the humans clearly show how
these nerve fibers impact on the central nervous system.
4.3. White Matter (Corpus Callosum) Activity during
Acupuncture Stimulation. We found that tingling sensation
demonstrated significant positive correlation at posterior
corpus callosum (posteriormidbody, isthmus, and splenium)
(Figure 5(e)), which is the principal whitematter fiber bundle
connecting neocortical areas of the two hemispheres. As
the white matter, the corpus callosum is seldom reported in
the acupuncture fMRI studies, though a growing number of
studies are reporting the fMRI activation in white matter,
specifically corpus callosum [55–59]. Our findings can be
supported by that the lesions of splenial corpus callosum
are responsible for numbness and tingling sensations of
unilateral limb or face in patients [60, 61], where the
corpus callosum is structurally connected to the functional
network of gray matter regions that are involved in the
interhemispheric transfer task [57]. Human and monkey
studies have shown that the posterior corpus callosum
contains connections between the parietal and occipital
cortices and plays a role in transferring sensory information
[62–66]. Consistent with these results, all the five needling
sensations in the present study were associated with posterior
parietal cortex as mentioned previously, especially tingling
and numbness, supporting that the activation in corpus
callosum is the important hemodynamic response of
acupuncture stimulation instead of artifact. We further
postulate that the corpus callosum may be an important
component of acupuncture convey pathway.
4.4. Differences in BrainActivity:MeanEffect versus Individual
Needling Sensations Effect of Acupuncture Stimulation. The
overlapped regions of the effect of individual needling sen-
sations of acupuncture stimulation provide the details in the
modulatory effect of themean effect.On the other hand, some
important brain regions, which are salient in the individual
needling sensations effect, might show small or no significant
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activity in the mean effect (Figures 4, 5). For example, the
posterior corpus callosum demonstrated bilateral extensive
activation associated with tingling, while the unilateral small
activation shown in the mean effect may be missed as a small
artifact [59]. Similarly, for the region of IPS, being crucial
for integrating the sensory information related to the body
[44], it was extensively associated with all the five individual
needling sensations. However, no significant activity was
shown in themean effect.That is why it is insufficient to study
the mean effect alone for acupuncture effects.
5. Limitations
In the present study, we extracted data from a larger project
that investigated the brain effect of acupuncture. Some of the
subjects had more than once acupuncture experiments for
different objectives, such as the comparison of real acupunc-
ture and sham acupuncture, different acupoints, and different
acupuncture stimulations. However, the data are qualified for
the purpose of this study to evaluate the correlation between
behavior response and brain response during acupuncture.
Considering of the variability of needling sensation during
acupuncture stimulation, the further investigation on larger
sample size is warranted.
6. Conclusions
The similar or opposite neural activity in the heavily over-
lapping regions of LPNN and DMN are found respond-
ing to different sensations of deqi elicited by acupuncture
stimulation. The posterior corpus callosum is involved in
acupuncture sensation convey pathway. Our data provide
the neuroimaging evidence of how the individual needle
sensations of deqi interact in the brain during acupuncture,
and the messages of individual sensation are integrated as the
signals converge on processing centers in the central nervous
system. It is confirmed that the different psychophysical
responses are correlated with the distinct hemodynamic
activities.
Acknowledgments
This work was supported by funding from the National
Institutes of Health, National Center for Complementary
and Alternative Medicine (R21 AT00978, 1-PO1-002048-
01, and F05 AT003022), the National Center for Research
Resources (P41 RR14075, U54 EB005149, and 424 RR021382),
the Human Brain Project Grant (NS34189), the Mental
Illness and Neuroscience Discovery Institute (MIND), and
the National Natural Science Foundation of China (2013–
2016) (Grant no. 81273674). There is no conflict of interests
for any author.
References
[1] W. Takeda and J.Wessel, “Acupuncture for the treatment of pain
of osteoarthritic knees,” Arthritis Care and Research, vol. 7, no.
3, pp. 118–122, 1994.
[2] K. K. S. Hui, E. E. Nixon, M. G. Vangel et al., “Characterization
of the “deqi” response in acupuncture,” BMC Complementary
and Alternative Medicine, vol. 7, article 33, 2007.
[3] J. Kong, R. Gollub, T. Huang et al., “Acupuncture deqi, from
qualitative history to quantitative measurement,” Journal of
Alternative and Complementary Medicine, vol. 13, no. 10, pp.
1059–1070, 2007.
[4] J. Kong, D. T. Fufa, A. J. Gerber et al., “Psychophysical outcomes
from a randomized pilot study of manual, electro, and sham
acupuncture treatment on experimentally induced thermal
pain,” Journal of Pain, vol. 6, no. 1, pp. 55–64, 2005.
[5] X. Cheng, Chinese Acupuncture and Moxibustion, Foreign
Language Press, Beijing, China, 1987.
[6] K. M. Wang, S. M. Yao, Y. L. Xian, and Z. L. Hou, “A study on
the receptive field of acupoints and the relationship between
characteristics of needling sensation and groups of afferent
fibres,” Scientia Sinica B, vol. 28, no. 9, pp. 963–971, 1985.
[7] G. Li and E. S. Yang, “An fMRI study of acupuncture-induced
brain activation of aphasia stroke patients,” Complementary
Therapies in Medicine, vol. 19, supplement 1, pp. S49–S59, 2011.
[8] V. Napadow, R. P. Dhond, J. Kim et al., “Brain encoding of
acupuncture sensation: coupling on-line rating with fMRI,”
NeuroImage, vol. 47, no. 3, pp. 1055–1065, 2009.
[9] K. K. S. Hui, O. Marina, J. D. Claunch et al., “Acupuncture
mobilizes the brain’s default mode and its anti-correlated
network in healthy subjects,” Brain Research, vol. 1287, pp. 84–
103, 2009.
[10] J. Yang, F. Zeng, Y. Feng et al., “A PET-CT study on the speci-
ficity of acupoints through acupuncture treatment in migraine
patients,” BMC Complementary and Alternative Medicine, vol.
12, article 123, no. 1, 2012.
[11] Y. Huang, X. Jiang, Y. Zhuo, A. Tang, and G. Wik, “Comple-
mentary acupuncture treatment increases cerebral metabolism
in patients with parkinson’s disease,” International Journal of
Neuroscience, vol. 119, no. 8, pp. 1190–1197, 2009.
[12] F. Zeng, W.-Z. Song, X.-G. Liu et al., “Brain areas involved in
acupuncture treatment on functional dyspepsia patients: a PET-
CT study,” Neuroscience Letters, vol. 456, no. 1, pp. 6–10, 2009.
[13] S. Yeo, S. Lim, I. H. Choe et al., “Acupuncture stimulation on
GB34 activates neural responses associated with Parkinson’s
disease,” CNS Neuroscience and Therapeutics, vol. 18, no. 9, pp.
781–790, 2012.
[14] K. K. Hui, J. Liu, N. Makris et al., “Acupuncture modulates the
limbic system and subcortical gray structures of the human
brain: evidence from fMRI studies in normal subjects,” Human
Brain Mapping, vol. 9, no. 1, pp. 13–25, 2000.
[15] K. K. S. Hui, J. Liu, O. Marina et al., “The integrated response of
the human cerebro-cerebellar and limbic systems to acupunc-
ture stimulation at ST 36 as evidenced by fMRI,” NeuroImage,
vol. 27, no. 3, pp. 479–496, 2005.
[16] J. Fang, Z. Jin, Y. Wang et al., “The salient characteristics of
the central effects of acupuncture needling: limbic-paralimbic-
neocortical network modulation,” Human Brain Mapping, vol.
30, no. 4, pp. 1196–1206, 2009.
[17] J. D. Claunch, S. T. Chan, E. E. Nixon et al., “Commonality
and specificity of acupuncture action at three acupoints as
evidenced by FMRI,”TheAmerican Journal of ChineseMedicine,
vol. 40, no. 4, pp. 695–712, 2012.
[18] R. P. Dhond, C. Yeh, K. Park, N. Kettner, and V. Napadow,
“Acupuncture modulates resting state connectivity in default
and sensorimotor brain networks,” Pain, vol. 136, no. 3, pp. 407–
418, 2008.
14 Evidence-Based Complementary and Alternative Medicine
[19] V. Napadow, N. Makris, J. Liu, N. W. Kettner, K. K. Kwong,
and K. K. S. Hui, “Effects of electroacupuncture versus manual
acupuncture on the humanbrain asmeasured by fMRI,”Human
Brain Mapping, vol. 24, no. 3, pp. 193–205, 2005.
[20] K. K. S. Hui, O. Marina, J. Liu, B. R. Rosen, and K. K.
Kwong, “Acupuncture, the limbic system, and the anticorrelated
networks of the brain,”Autonomic Neuroscience, vol. 157, no. 1-2,
pp. 81–90, 2010.
[21] J. Kong, T. J. Kaptchuk, J. M. Webb et al., “Functional neu-
roanatomical investigation of vision-related acupuncture point
specificity: a multisession fMRI study,” Human Brain Mapping,
vol. 30, no. 1, pp. 38–46, 2009.
[22] A. U. Asghar, G. Green, M. F. Lythgoe, G. Lewith, and H.
MacPherson, “Acupuncture needling sensation: the neural cor-
relates of deqi using fMRI,” Brain Research, vol. 1315, pp. 111–118,
2010.
[23] R. W. Cox, “AFNI: software for analysis and visualization of
functional magnetic resonance neuroimages,” Computers and
Biomedical Research, vol. 29, no. 3, pp. 162–173, 1996.
[24] J. Talairach and P. Tournoux, Co-Planar Stereotaxic Atlas of the
Human Brain, Thieme Medical, New York, NY, USA, 1988.
[25] R. M. O’Brien, “A caution regarding rules of thumb for variance
inflation factors,” Quality and Quantity, vol. 41, no. 5, pp. 673–
690, 2007.
[26] S. Gold, B. Christian, S. Arndt et al., “Functional MRI statistical
software packages: a comparative analysis,”Human Brain Map-
ping, vol. 6, no. 2, pp. 73–84, 1998.
[27] L. L. Wald, Simultaneous Inference For FMRI Data, Biophysics
Research Institute, Medical College of Wisconsin, 1997.
[28] J. Fang, X. Wang, H. Liu et al., “The limbic-prefrontal network
modulated by electroacupuncture at CV4 and CV12,” Evidence-
Based Complementary and Alternative Medicine, vol. 2012,
Article ID 515893, 11 pages, 2012.
[29] R. L. Buckner, J. R. Andrews-Hanna, and D. L. Schacter, “The
brain’s default network: anatomy, function, and relevance to
disease,” Annals of the New York Academy of Sciences, vol. 1124,
pp. 1–38, 2008.
[30] R. K. Eric, H. S. James, and M. J. T, Principles of Neural Science,
McGraw-Hill, 4th edition, 2000.
[31] E. Chen, Cross-Section Anatomy of Acupoints, Churchill Living-
stone, 1995.
[32] Z.-J. Zhang, X.-M. Wang, and G. M. McAlonan, “Neural
acupuncture unit: a new concept for interpreting effects and
mechanisms of acupuncture,” Evidence-Based Complementary
and Alternative Medicine, vol. 2012, Article ID 429412, 23 pages,
2012.
[33] C. Y. Chiang, C. T. Chang,H. C. Chu, and L. F. Yang, “Peripheral
afferent pathway for acupuncture anlgesia,” Scientia Sinica, vol.
16, pp. 210–217, 1973.
[34] T. Graven-Nielsen, S. Mense, and L. Arendt-Nielsen, “Painful
and non-painful pressure sensations from human skeletal
muscle,” Experimental Brain Research, vol. 159, no. 3, pp. 273–
283, 2004.
[35] H. Nie, L. Arendt-Nielsen, H. Andersen, and T. Graven-
Nielsen, “Temporal summation of pain evoked by mechanical
stimulation in deep and superficial tissue,” Journal of Pain, vol.
6, no. 6, pp. 348–355, 2005.
[36] E. Opsommer, T. Weiss, L. Plaghki, and W. H. R. Miltner,
“Dipole analysis of ultralate (C-fibres) evoked potentials after
laser stimulation of tiny cutaneous surface areas in humans,”
Neuroscience Letters, vol. 298, no. 1, pp. 41–44, 2001.
[37] N. Forss, T. T. Raij, M. Seppa¨, and R. Hari, “Common cortical
network for first and second pain,” NeuroImage, vol. 24, no. 1,
pp. 132–142, 2005.
[38] M. Ploner, J. Gross, L. Timmermann, and A. Schnitzler, “Corti-
cal representation of first and second pain sensation in humans,”
Proceedings of the National Academy of Sciences of the United
States of America, vol. 99, no. 19, pp. 12444–12448, 2002.
[39] T. Weiss, T. Straube, J. Boettcher, H. Hecht, D. Spohn, and W.
H. R. Miltner, “Brain activation upon selective stimulation of
cutaneous C- and A𝛿-fibers,” NeuroImage, vol. 41, no. 4, pp.
1372–1381, 2008.
[40] R. Radhakrishnan and K. A. Sluka, “Deep tissue afferents,
but not cutaneous afferents, mediate transcutaneous electrical
nerve stimulation-induced antihyperalgesia,” Journal of Pain,
vol. 6, no. 10, pp. 673–680, 2005.
[41] F. Kagitani, S. Uchida, H. Hotta, and Y. Aikawa, “Manual
acupuncture needle stimulation of the rat hindlimb activates
groups I, II, III and IV single afferent nerve fibers in the dorsal
spinal roots,” Japanese Journal of Physiology, vol. 55, no. 3, pp.
149–155, 2005.
[42] F. Kagitani, S. Uchida, and H. Hotta, “Afferent nerve fibers and
acupuncture,”Autonomic Neuroscience, vol. 157, no. 1-2, pp. 2–8,
2010.
[43] G. W. Lu, “Characteristics of afferent fiber innervation on
acupuncture points zusanli,” The American Journal of Physiol-
ogy, vol. 245, no. 4, pp. R606–612, 1983.
[44] C. Grefkes and G. R. Fink, “The functional organization of
the intraparietal sulcus in humans and monkeys,” Journal of
Anatomy, vol. 207, no. 1, pp. 3–17, 2005.
[45] M. A. Rahal, G. M. de Arau´jo Filho, L. O. S. F. Caboclo et al.,
“Somatosensory aura in mesial temporal lobe epilepsy: semi-
ologic characteristics, MRI findings and differential diagnosis
with parietal lobe epilepsy,” Journal of Epilepsy and Clinical
Neurophysiology, vol. 12, no. 3, pp. 155–160, 2006.
[46] J. Yamamoto, A. Ikeda, M. Matsuhashi et al., “Seizures arising
from the inferior parietal lobule can show ictal semiology of
the second sensory seizure (SII seizure),” Journal of Neurology
Neurosurgery and Psychiatry, vol. 74, no. 3, pp. 367–369, 2003.
[47] A. Kimura and A. Sato, “Somatic regulation of autonomic func-
tions in anesthetized animals: neural mechanisms of physical
therapy including acupuncture,” Japanese Journal of Veterinary
Research, vol. 45, no. 3, pp. 137–145, 1997.
[48] H. Ohsawa, S. Yamaguchi, H. Ishimaru, M. Shimura, and
Y. Sato, “Neural mechanism of pupillary dilation elicited by
electro-acupuncture stimulation in anesthetized rats,” Journal
of the Autonomic Nervous System, vol. 64, no. 2-3, pp. 101–106,
1997.
[49] J. R. Andrews-Hanna, J. S. Reidler, J. Sepulcre, R. Poulin, and
R. L. Buckner, “Functional-anatomic fractionation of the brain’s
default network,” Neuron, vol. 65, no. 4, pp. 550–562, 2010.
[50] A. R. Aron, T. W. Robbins, and R. A. Poldrack, “Inhibition and
the right inferior frontal cortex,” Trends in Cognitive Sciences,
vol. 8, no. 4, pp. 170–177, 2004.
[51] Z.-Q. Zhao, “Neural mechanism underlying acupuncture anal-
gesia,” Progress in Neurobiology, vol. 85, no. 4, pp. 355–375, 2008.
[52] L.-G. Lei, Y.-Q. Zhang, and Z.-Q. Zhao, “Pain-related aversion
and Fos expression in the central nervous system in rats,”
NeuroReport, vol. 15, no. 1, pp. 67–71, 2004.
[53] Y.-J. Gao, W.-H. Ren, Y.-Q. Zhang, and Z.-Q. Zhao, “Contribu-
tions of the anterior cingulate cortex and amygdala to pain- and
fear-conditioned place avoidance in rats,” Pain, vol. 110, no. 1-2,
pp. 343–353, 2004.
Evidence-Based Complementary and Alternative Medicine 15
[54] D. D. Price, “Psychological and neural mechanisms of the
affective dimension of pain,” Science, vol. 288, no. 5472, pp.
1769–1772, 2000.
[55] J. R. Gawryluk, R. C. N. D’Arcy, E. L. Mazerolle, K. D. Brewer,
and S. D. Beyea, “Functional mapping in the corpus callosum: a
4T fMRI study of white matter,” NeuroImage, vol. 54, no. 1, pp.
10–15, 2011.
[56] J. R. Gawryluk, K. D. Brewer, S. D. Beyea, and R. C. N.
D’Arcy, “Optimizing the detection of white matter fMRI using
asymmetric spin echo spiral,”NeuroImage, vol. 45, no. 1, pp. 83–
88, 2009.
[57] E. L. Mazerolle, S. D. Beyea, J. R. Gawryluk, K. D. Brewer,
C. V. Bowen, and R. C. N. D’Arcy, “Confirming white matter
fMRI activation in the corpus callosum: co-localization with
DTI tractography,”NeuroImage, vol. 50, no. 2, pp. 616–621, 2010.
[58] E. L. Mazerolle, R. C. N. D’Arcy, and S. D. Beyea, “Detecting
functional magnetic resonance imaging activation in white
matter: interhemispheric transfer across the corpus callosum,”
BMC neuroscience, vol. 9, article 84, 2008.
[59] L. M. Fraser, M. T. Stevens, S. D. Beyea, and R. C. D’Arcy,
“White versus graymatter: fMRI hemodynamic responses show
similar characteristics, but differ in peak amplitude,” BMC
Neuroscience, vol. 13, article 91, 2012.
[60] T.-P. Chang and C.-F. Huang, “Unilateral paresthesia after
isolated infarct of the splenium: case report,” Acta Neurologica
Taiwanica, vol. 19, no. 2, pp. 116–119, 2010.
[61] N. Bulakbasi, M. Kocaoglu, C. Tayfun, and T. Ucoz, “Tran-
sient splenial lesion of the corpus callosum in clinically mild
influenza-associated encephalitis/encephalopathy,” The Ameri-
can Journal of Neuroradiology, vol. 27, no. 9, pp. 1983–1986, 2006.
[62] M. Zarei, H. Johansen-Berg, S. Smith, O. Ciccarelli, A. J.
Thompson, and P. M. Matthews, “Functional anatomy of inter-
hemispheric cortical connections in the human brain,” Journal
of Anatomy, vol. 209, no. 3, pp. 311–320, 2006.
[63] S. F. Witelson, “Hand and sex differences in the isthmus and
genu of the human corpus callosum. A postmortem morpho-
logical study,” Brain, vol. 112, no. 3, pp. 799–835, 1989.
[64] M. C. de Lacoste, J. B. Kirkpatrick, and E. D. Ross, “Topography
of the human corpus callosum,” Journal of Neuropathology and
Experimental Neurology, vol. 44, no. 6, pp. 578–591, 1985.
[65] D.N. Pandya, E. A.Karol, andD.Heilbronn, “The topographical
distribution of interhemispheric projections in the corpus
callosum of the rhesus monkey,” Brain Research, vol. 32, no. 1,
pp. 31–43, 1971.
[66] M. G. Funnell, P. M. Corballis, and M. S. Gazzaniga, “Insights
into the functional specificity of the human corpus callosum,”
Brain, vol. 123, no. 5, pp. 920–926, 2000.
